Case presentation: A fifty four year old African American female with history of rheumatoid arthritis (RA) presented to the emergency room with signs and symptoms of community acquired pneumonia. Patient was diagnosed with RA 30 years ago and was treated initially with non-steroidal anti-inflammatory drugs (NSAIDs), corticosteroids and gold injections for 3 months since then she didn't receive any disease modifying anti rheumatic drugs (DMARD) or corticosteroids. On examination, she was wheelchair bound with multiple joint deformities: ulnar deviation, swan neck deformities, without any signs of active synovitis. Rheumatoid nodules were absent. She had severe limitation of passive and active movement of the hip joints bilaterally. Images of the pelvis showed resporption of the femoral (1). Marked subchondral sclerosis was noted in the acetabulum. CT scan of the pelvis was done to rule out subcapital femoral neck fracture. It demonstrated advanced degenerative changes in both hip joints with partial resorption of both femoral heads worse on the left, no fracture was noted. Conclusion: Osteolysis is a complication of long term untreated RA that is rarely seen in adults with RA and is more common in JRA.
Introduction
Rheumatoid arthritis is a common inflammatory arthritis, affecting 0.8 percent of the adult population worldwide. Unknown autoantigens trigger the inflammatory process that results in hypertrophic and hyperplastic synovium called Pannus. Prevalence in the United States is estimated www.ijmbs.org ISSN: 1947-489X
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1% of the population with an incidence in women twice that in men (1) . Onset usually occurs between 30 to 50 years of age. It most commonly affects small joints of the body especially MCP and PIP of the hand in a symmetrical fashion. Different hip joint pathologies are described in RA including osteoarthritis, avascular necrosis (AVN) secondary to long term steroids which accounts for about 35 percent of cases of non-traumatic AVN, stress fractures, osteoporosis, osteonecrosis and septic arthritis, which are described on x-ray as joint space narrowing may be accompanied by osteopenia, cyst formation and rarely femoral head collapse (2) . Untreated RA can lead to irreversible hip joint damage or destruction resulting in deformities. This is more reported in juvenile rheumatoid arthritis (JRA) in contrast to adult rheumatoid arthritis. Hip disease develops in 30 to 50% of children with JRA, but only 5-15% of patients with adult RA.
Case history
A 54-year-old African American female with a 30 Table  1 . Rest of the physical examination was essentially normal. Laboratory findings on admission showed an erythrocyte sedimentation rate: 50 mm/hr, CRP: 3mg/l, Positive Rheumatoid factor 126 IU/ml (normal is less than 6IU/ml), Positive Anticyclic citrullinated peptide antibody 364 EU (normal is less than 20 EU). Chest X-Ray showed right lower lobe infiltrate with left base atelectasis. Single AP view X-Ray of the pelvis and two views of the left hip in neutral and frog-leg position were performed ( Figure 1. A and B) . The left femoral head appears to be resorbed on the single AP view pelvis. However, there is a bone density noted posterior to the left femoral neck on two views of the left hip, which could represent subcapital femoral neck fracture with posterior displacement of the femoral head out of the acetabular socket. There is marked subchondral sclerosis in the acetabulum noted. There are also degenerative changes noted in the right hip in the form of subchondral sclerosis with subchondral cyst formation in the right femoral head. CT scan of the pelvis without contrast done ( Figure 2 ). There is no fracture or dislocation. There was partial resorption of both femoral heads with advanced degenerative changes in the form of subchondral sclerosis and subchondral cyst formation in both acetabular and femoral head suggestive of advanced degenerative changes. However, both femoral necks and intertrochanteric regions including proximal femurs are unremarkable. There is no hip bone fracture. There is also degenerative change in the lower lumbar spine in the form of facet joint hypertrophy. There is marked osteopenia and muscle atrophy with fat replacement is noted in both lower limbs at the proximal aspect.
Discussion
We described a case of bilateral femoral hip resorption in untreated RA. This disease is characterized by chronic inflammation and destructive changes of the joints if untreated and ultimately resulting in physical disability (1) . DMARDs have been shown to reduce inflammation and slow the progression of joint damage and early initiation of DMARD in recent-onset RA was shown to be associated with a better disease outcome after 2 years (3). Van Aken and colleagues (4) have shown the beneficial effect of early DMARD treatment on the radiological progression of joint damage. Radiographically differential diagnosis include entities such as primary osteonecrosis with secondary osteoarthritis, osteolytic process secondary to rheumatoid arthritis, rapidly progressive hip disease, neuropathic arthropathy , septic arthritis, massive articular osteolysis or vanishing bone disease "Gorham's disease". In most cases, combination of clinical history and radiographic findings are important for reaching a diagnosis.
Chronic osteolytic process secondary to JRA starts with osteoporosis followed by burrowing and inward protrusion of the acetabulum, and collapse and flattening of the femoral heads. This eventually leads to total disappearance of the femoral heads (5-7).
Vanishing bone disease or massive articular osteolysis "Gorham's disease" is a rare disorder characterized by proliferation of vascular channels and an increased osteoclastic activity that cause massive destruction of bone matrix which is replaced by thin walled vessels and fibrous tissue (8) . The etiology of the disease remains unclear. It can occur spontaneously, following trauma (9) as well as with and without concurrent RA.
Rapidly progressive hip disease, also known as rapidly destructive coxarthrosis, is a rare syndrome of unknown etiology and distinct from ischemic necrosis of the femoral head, resulting in rapid deterioration of both the femoral and acetabular aspects of the hip joint with disappearance of the femoral head (10). Yoshino K et al reported three patients with acute destruction of the hip joints and they speculated that highly inflammatory coxarthrosis might cause an osteoporotic change in the hip joint and lead to rapid resorption of the femoral head. They noted that subcapital insufficiency fracture due to osteoporotic change might be a preliminary event in the development of rapidly destructive coxarthrosis in active RA (11) . In contrast, a retrospective case series by Batra S et al reviewed 115 patients with primary osteoarthritis of the hip and 18 patients out of 115 met the criteria of rapidly destructive coxarthrosis. Analysis of the data showed that none of these18 cases had evidence of rheumatoid arthritis (12).
Our patient was evaluated by orthopedics and was admitted as an inpatient for rehabilitation. She was not a good candidate for hip arthroplasty due to contracture deformities in the hip and knees bilaterally and was started on methotrexate 7.5mg/week.
Osteolysis of the hip joint is a complication of untreated RA that is rarely seen in the modern era of highly advanced approaches to the treatment of adult RA. Rapid destruction of the hip joints has been described, often in the setting of steroid use and also in the setting of rheumatoid arthritis, refractory to DMARD therapy (11) . Additionally it was reported and studied in JRA.
In the present case, the rate of resorption of the femoral heads is unknown and in the absence of other factors like recent steroid use, trauma, infection, it is likely that long term untreated RA has resulted in the observed resorption of the femoral heads.
This case serves to emphasize the fact that treatment of RA should not be ignored and RA patients with hip pain should be reevaluated for imaging studies if their pain worsens or changes in character.
